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Initial Comments
Complaint Investigation 2265154/IL148586

Investigation of Facility Reported Incident of
6/26/22/1L148602

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)
300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary care.
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with

| each resident's comprehensive resident care

plan. Adequate and properly supervised nursing
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care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

c) Each direct care-giving staff shall review and

| be knowledgeable about his or her residents'

respective resident care plan.

d) Pursuant to subsection (a), general nursing

_care shall include, at a minimum, the following

and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shal! be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All

| nursing personnel shall evaluate residents to see

that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements were not met as evidenced
by:

Based on record review, observation and
interview the facility failed to follow their transfer
policy and care plan interventions to ensure safe
mechanical lift transfers for two of three residents

| (R1 and R2) reviewed for accidents in a sample
i list of eleven residents. These failures resulted in

R1 suffering a fractured ankle when staff failed to
utilize two staff members for a transfer and R2
suffering a laceration requiring sutures when staff
failed to monitor and stabilize R2's legs during a
transfer.

Findings include:

The facility policy titled 'Safe Resident Handling
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